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N 832 1200-8-8-.08(2) Building Standards N 832
{(2) The condition of the physical plant and the N 832
developed and maintained in such a manner that - s . 1
the safety and well-being of residents are AdaI.nsPlace thai it complies with the
assured. applicable building and fire safety
regulations. Plant Operations
- . . repaired the 2 penetrations in the
This Rule is not met as avidenced by: office wall of the kitchen. Director of
Based on observation, it was determined the Plant Operati s will do a QA weckl
facility failed to comply with the Tennesse an ons vt €o S 622/
Department of Health Buiiding Standards. ford weeks to monitor for compliance. 10
The findings included:
During the facility tour on 6/7/10 the following
deficencies were noted and verified by the
Director of Mainfenance.
AT 12:00 PM, observation of the kitchen revealed
2 penetrations in the office wall. Tennesse
Department of Health (TDOH). 1200-8-6.08(2)
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